Sir: The subclavian steal syndrome is a well recognised cause of cerebral ischaemia.' Nevertheless, more rarely, vessels arising from the sub-clavian artery may be responsible for the same symptoms as suggested by the following case.
In April 1979, a 54-year-old farmer complained of progressive post-prandial somnolence, lasting from one to three hours, during which chewing or elaborate activities, or sometimes a staggering walk, were noted. Recent Relapsing vertebrobasilar ischaemia was suggested by the transient symptoms, and led to angiographic studies, which showed no classical aetiology such as atheromatous stenosis, or congenital anomaly of the brachiocephalic arteries.23 Only an enlargement of the arteries originating from near the ostium of the right vertebral artery was shown. This "mega-arteriar" finding could not be related to a goitre nor to an angiomatous malformation, but seemed isolated. The clinical picture might have been due to a precarious equilibrium of blood flow between the right vertebral artery and this neighbouring large vessel, leading to a steal syndrome especially after eating. Spectacular improvement of the symptomatology after ligation of the thyroscapular trunk corroborates this hypothesis. To our knowledge, there is no previous report of a thyroscapular trunk steal syndrome in the literature. Lesoin et al4 have related a possible steal syndrome of the right superior thyroid artery in a patient suffering from frequent ischaemic transient hemiparesis. In this case, the steal syndrome diverted the precarious blood flow of the carotid arteries, both originating from a common trunk shared with the right subclavian artery and shifted by a goitre which extended to the upper thorax. The goitre was removed and complete recovery followed. In our case the improvement of hypothyroidism after surgery, seems fortuitous and cannot be related to the arterial ligature; probably it occurred in the natural course of a chronic thyroiditis. This observation illustrates the necessity of a complete heart-to-brain angiographic study for patients presenting with unexplained cerebral transient ischaemic symptoms. These patients were considered to suffer The difficulty in writing had remained from simple writer's cramp.'5 According to stable since the onset of the symptoms but Marsden,s even simple writer's cramp is a its intensity varies at times and is "minor" form of dystonia. Occasionally, influenced by the emotional state of the some patients with writer's cramp provide patient. On examination, moderate obesity data suggestive of familial involvement,' 6 and very light postural tremor in upper but there is no clear evidence of genetic limbs were noted; in addition, there was a factors in most patients with writer's minimal tremor in the finger-nose-finger cramp.'47 Writer's cramp was obviously test. His writing was legible, but he wrote familial in our cases, as in other variants of with moderate difficulty, with the wrist focal dystonia.'9 This observation favours tending to extension from the start, while an organic origin of the disorder. the fingers bent together clutching the pen.
P MARTINEZ-MAR1N' The pressure on the paper was slightly F BERMEJO PAREJAt increased. There was no micrographia.
Servicio de Neurologia These signs lasted as long as writing conHospital Nacional de Enfermedades tinued. The remainder of the examination Infecciosas* was normal. Routine haematological and C/Sinesio Delgado, 6 biochemical studies, uric acid, LE 28029 -Madrid phenomenon, rheumatoid factor, radioand graphs of the chest and skull, ECG, brain Examination revealed slight head tremor, in sisters. Ann Neurol 1981;9: 189-91. mild postural tremor in upper limbs and very slight tremor on finger-nose testing. A moderate increase in tone in wrists, a little Accepted 12 October 1984 more marked on the right, with contralateral activity was noted. Writing and drawing were very difficult: from the start, the right wrist was placed in extension and Asterixis due to pontine haemorrhage ulnar deviation, with its ventral aspect on the table and fingers forced in flexion. Sir: Asterixis is a common sign of While writing, the posture worsened, a metabolic encephalopathy and arises from remarkable tremor was superimposed and various causes.' 2 This involuntary moveirregular jerks separated the index finger; ment has also been observed in a focal the pen became sustained between thumb, brain lesion.37 In this letter, we describe middle and ring fingers and, eventually, a patient with asterixis due to pontine escaped. When the attempt to write ceased haemorrhage. all these signs disappeared. The remainder A 65-year-old woman was admitted of the examination was normal, as was because of left motor weakness and dip-
